typically, 1 to 10, with 1 being the least pain and 10 being the worst pain. Zero would indicate the absence of pain. We also ask about qualitative facets of the pain: the location, the time of onset, the duration, and the nature of the pain (sharp, burning, stabbing, shooting, dull, aching, throbbing, and pressure, to name a few). This gives us some clues and data to work with, which is a start. Although pain is not a clinical sign in the traditional sense, it is a patient's early warning system that an underlying problemVone that may be life threateningVdoes exist. As healthcare providers, we need to pay attention to this warning, including when evaluating and treating chronic wounds. Unfortunately, we have had a paucity of scientific guidance in the chronic wound care literature. However, as a journal, Advances in Skin & Wound Care is trying to add to the discourse about wound pain. In fact, this month's continuing education article, on page 373, addresses acute wound pain.
We can all agree that pain is undertreated and sometimes underrated. This is not surprising. As a society, we face significant challenges in the area of adequately treating pain. Barriers thrown up by our healthcare systems, other healthcare professionals, laws and regulatory issues, the attitude of patients and families, and society itself thwart our ability to provide adequate pain relief. Sadly, patients who do not report pain and healthcare providers who fail to assess for pain are major contributors to this problem.
In any case, in wound management, we must recognize pain (in its many forms) and be habitual and proactive in treating patients by relieving pressure, prescribing, protecting, and proliferating healing with resultant prevention or resolution of wound pain and discomfort.
Great is the power of habit. It teaches us to bear fatigue and to despise wounds and pain. -Cicero.
